Purpose: To describe the perspectives of fathering staff regarding domestic violence (DV) perpetration. Materials and methods: A cross-sectional survey of 85 fathering staff members was conducted to identify behaviors and barriers regarding inquiry about DV perpetration. Results: Almost half (47.1%) of the surveyed staff reported never having identified DV perpetration. Routine inquiry was less likely if staff perceived low prevalence rates among their clients (odds ratio [OR] = 0.11, p = .001), did not have standard ways of asking (OR = 0.11, p < .001), or if they had never identified family violence before (OR = 0.07, p < .001). Increased years as a provider (OR = 6.62, p = .001) and DV training (OR = 7.29, p = .003) increased rates of DV perpetration inquiry. Conclusions: Staff of fathering agencies do not routinely screen for DV perpetration likely due to the interplay between individual and agency-level barriers. Appropriate training interventions can address identified barriers.
Introduction
Domestic violence (DV) as a highly prevalent social and behavioral disorder affecting individuals and families is a public health issue, recognized by multiple agencies (Krug, Dahlberg, Mercy, Zwi, & Lozano, 2002; U.S. Department of Health and Human Services, 2000) . Men, women, and children may be victims or perpetrators of DV in heterosexual or same-sex relationships. Although both are affected, men and women differ in their experiences of DV. The National Violence Against Women Survey (NVAWS) estimated a 5.8% lifetime prevalence of DV for men versus 13.3% for women; 0.2% lifetime prevalence of sexual abuse for men versus 4.3% for women; and 17.3% lifetime prevalence of psychological abuse compared with 12.1% for women (U.S. Department of Justice, 2000) . In the NVAWS, women were more likely than men to report being victims and were twice as likely to be injured in DV incidents (Tjaden & Thoennes, 2000) . Likely due to differences in measurement, the findings of the NVAWS have been contrasted with data from the National Family Violence Survey and the Centers for Disease Control and Prevention, demonstrating similar rates of self-reported DV (Straus, 1990) . Although it is recognized that rates of DV and abuse are underreported for females, it is likely that rates for men are also vastly underreported due to the dynamics of normative role shaping, stigma, shame, guilt, fear, and concerns over litigation surrounding their behaviors (Krug et al., 2002) .
Adverse physical and mental health outcomes for individuals and families with primary or secondary exposures to DV have been repeatedly associated in the literature (Campbell et al., 2002; Coker et al., 2002; Cronholm, 2006; Janssen et al., 2003) . The relational dynamics resulting in adverse health outcomes also make DV a parenting issue when children are involved. The pattern of abusive and controlling behaviors that define the experience of DV are antithetical to the tenets of efficacious parenting. Parenting in families affected by DV exposes children to threats or acts of violence, undermines mother-child relationships, and places children at risk for maltreatment, poor role modeling, and rigid, authoritarian, or neglectful parenting (Bancroft & Silverman, 2002) . Standard interventions for families affected by DV include victim advocacy services, batterer intervention programs, the criminal justice system, family court systems, and child protective services. Evidence regarding strategies for engaging families in effective DV interventions is lacking (Dunford, 2000; Gondolf, 2000; Wathen & MacMillan, 2003) .
With the family unit often a central and complicated feature shaping identification and treatment of DV, parenting organizations are likely to be involved with families affected by DV. Whether driven by insight into parenting deficits, vocational training/placement, or mandates from family court or child custody cases, DV perpetrators are likely involved in intercession from parenting organizations. The threat of loss of family relationships may motivate some DV perpetrators to seek help, but may also result in increased risk of DV behaviors (Gondolf, 1998) . Victimized partners are often counseled by those who may not recognize the dynamics of DV to leave their abusive relationships. Ending abusive relationships is often the most dangerous time for victims, and leaving an abusive partner is rarely the end of the relationship. Issues of child custody, coparenting, and financial responsibilities often require maintaining a relationship between partners where violence has been an issue. In addition, practitioners working with female clients have had to grapple with sociocultural issues and the realities of victims who wish to continue to coparent with a perpetrator in the aftermath of family violence. Moreover, the presence of suspected maternal abuse of children with noncustodial fathers further complicates issues of identification and treatment of DV.
Key stakeholders in responding to DV exposure among fathering clients are clients, their families, fathering agency administration, fathering agency staff and members of the criminal justice, and DV service agencies. Little is known about the perspectives of fathering agencies' staff regarding the identification and referral of clients affected by DV. The specific aims of this study were to describe the perspectives of staff working in community-based parenting organizations addressing fathering interventions regarding barriers and behaviors concerning DV perpetration.
Materials and Method Sample
The Philadelphia Fatherhood Practitioner's Network (PFPN) created a family violence subcommittee, which in turn was given the charge of determining current membership practices regarding DV within their fathering programs. The PFPN Family Violence subcommittee (PFPN-FVSC) was composed of PFPN representatives as well as DV experts, health care representatives, family providers, and legal providers. Staff members from fathering agencies were identified through the PFPN membership list and directories. Additional providers were identified using citywide resource listings provided by the Philadelphia Department of Human Services as well as input from PFPN-FVSC members experienced with fatherhood initiatives in the Philadelphia area. Inclusion criteria included any agency in Philadelphia that self-identified as providing parenting resources to fathers. Nineteen fathering agencies were identified and approached for participation in the study. A cover letter from the Chairman of PFPN was included with survey materials to eligible fathering agencies. The study was approved by the University of Pennsylvania's Institutional Review Board. Surveys were dropped off at fathering sites, mailed, or sent electronically based on the agencies preference after approval was obtained from fathering site administrative directors. A total of 85 fathering staff providers from 10 Philadelphia-area fathering organizations completed surveys.
Measures
Members of the PFPN-FVSC developed the survey instrument with the intention to identify factors that modified staff inquiry about DV perpetration, but also included items about adult and childhood victimization (AV and CV, respectively) inquiry. Items were developed with four major domains of inquiry: individual barriers, agencylevel barriers, individual behaviors, and individual demographics. Individual barriers included 16 items with measures of respondents' sense of staff's role in identifying DV perpetration in addition to a variety of other themes common to the DV screening literature. Table 1 illustrates the items included to elicit individual barriers.
Agency-level barriers included measures of agency infrastructure specific to DV including DV protocols for staff and clients, DV-related literature and resources as well as agency-associated DV training. Other agency-level variables included measures of staff perceptions of the burden of DV among their clientele. Table 2 illustrates variables describing agency-level factors regarding DV.
Individual behaviors measured by the instrument included eliciting staff behaviors regarding inquiry of other socially sensitive behaviors such as, alcohol, employment, weapons, incarceration, discipline/punishment, and relationship issues. Additional measures were designed to obtain the degree to which staff inquired about DV issues, along with staff preferences for appropriate times to inquire about DV and treatment modalities. Table 3 illustrates items used to elicit individual behaviors regarding DV. Demographic data included a description of agency services provided, participant's age, gender, years in practice, ethnicity, and hours of DV-specific training over the past 5 years.
Analysis
Data were collected by hand, through mail, or electronically as was preferred by the participating agencies and entered into an Excel spreadsheet. For items targeting individual barriers to asking clients about DV perpetration, Likert scores were collapsed with "strongly disagree" and "disagree" combined into the single category of "disagree." "Strongly agree," "agree," and "not sure," were combined into the single category of "agree." Combining the "not sure" category into "agree" was done due to low cell counts in this category and the assumption that the bias of social desirability would make these respondents more likely to align with respondents who identified items as barriers compared with those who did not. All other survey measures are reported as measured by the original survey instrument. Bivariate comparisons were made between dependent variables and independent and control variables using t tests and chi-square analyses where appropriate for continuous and discrete variables, respectively. The three primary outcome variables were constructed as dichotomous variables categorizing routine perpetration inquiry, routine DV inquiry, and routine CV inquiry, respectively, with reported inquiry coded as "1" and no inquiry coded as "0." Our measure of association was the odds ratio with p values calculated for each point estimate. Logistic regression was used to compute odds ratios with chi-square values derived from likelihood ratio estimates. We have employed a level of statistical significance set at α = .05, recognizing that tests of statistical significance are approximations that serve as aids to interpretation and inference. Stata 8.0 software was used for the analysis (Stata Statistical Software, 2005).
Results

Sample Demographics
With a 52.6% response rate at the organizational level, participants in this study were all staff at either fatherhood programs or community-based agencies providing fathering services or men's resources. A total of 85 staff members from participating fathering organizations participated in the study. The study enrolled slightly more men than women (56.5% vs. 40.0%, respectively). The average age of participants was 40.5 years (SD = 13.7; range = 18-79 years). The majority of providers identified themselves as African American or Black (72.9%), with 11.8% self-identifying as Latino or Hispanic and the remaining 9.4% self-identifying as White. The distribution of respondents' reported years of service as a fathering provider included 34.1% having 0 to 3 years of service, 20.0% having 4 to 6 years of service, only 5.9% having 7 to 10 years of service, and 30.6% having more than 10 years of service. Considerable variation in staff reports of DV-specific training was found with 17.7% of staff reporting no DV-specific training over the past 5 years and 37.7% reporting more than 5 hours. Table 4 illustrates the sample demographics. 
Description of Parenting Agencies Sampled
Just more than half of the surveyed agencies (52%) reportedly offered DV training for staff, and just more than a third of the respondents (36.5%) described their agency as requiring DV training for staff. Just less than half (49.4%) of the staff reported that their agency had policies or protocols to document and address DV among their clients. A significant proportion of respondents (41.2%) described agency policies or protocols to address staff affected by DV. The majority of respondents (68.2%) described their agency as having DV-related literature available for their clients. Table 2 illustrates agency-level variables.
Description of Screening Clients for DV Perpetration
Less than one third of the staff (31.8%) reported having a standard way of asking clients if they have been perpetrators of DV. Where more than half (52.9%) of the staff described having considered asking clients if they have been perpetrators of DV, less than one third (31.8%) reported routinely asking their clients if they were perpetrators. Univariate analysis demonstrates that the majority of participants reported individual barriers to screening clients for DV perpetration in terms of not having enough training (52.9%), concerns over victim safety (61.2%), not knowing enough about resources for treating perpetration (56.5%), a sense that their setting was an ineffective venue for screening (51.8%), and concern over lack of awareness of effective interventions for perpetration (61.2%). Table 1 illustrates the distribution of responses to items measuring individual barriers to perpetration inquiry.
Gender Associations With Individual Barriers to Screening Clients for DV Perpetration
Bivariate analyses demonstrated women being more likely than men to report concerns about their own safety (41.2% vs. 18.8%; odds ratio [OR] = 3.03, p = .027) and being less interested in working with a client if identified as a perpetrator (34.4% vs. 14.9%; OR = 2.99, p = .044). Men were more likely than women to report not being interested in knowing if their clients were perpetrators (22.9% vs. 6.1%; OR = 4.61, p = .032).
Individual Barriers Associated With Routine Perpetration Inquiry
Respondents who reported feeling uncomfortable asking about perpetration (OR = 0.16, p =.031) did not feel it was their role to ask about perpetration (OR = 0.11, p = .007), felt their clients would be offended by asking about perpetration (OR = 0.20, p = .004), or thought that their setting was not an effective venue for assessing perpetration issues (OR = 0.32, p = .018) were less likely report routine inquiry regarding DV perpetration with their clients. 
Agency-Level Variables Associated With Routine Perpetration Inquiry
Respondents reported low levels of DV perpetration among their clients, with 61.2% describing less than 1% of clients reporting DV perpetration in the last year. Table 2 illustrates agency-level variables regarding clientassociated DV.
Staff in agencies without existing DV protocols for clients were less likely to inquire routinely regarding DV perpetration (OR = 0.29, p = .011). Respondents' relative perceptions of higher prevalence of DV perpetration (OR = 10.94, p < .001, for estimates of 1% to 5% perpetration prevalence compared with <1%), AV (OR = 8.76, p = .001, for estimates of 1% to 5% perpetration prevalence compared with <1%), and CV (OR = 5.94, p = .003, for estimates of 1% to 5% perpetration prevalence compared with <1%) within their agencies were more likely to routinely inquire regarding perpetration. 
Description of Individual Behaviors and DV Perpetration
Almost one half (47.1%) of the staff reported never having identified a client as a DV perpetrator. Responding to clients who may perpetrate, the majority of respondents reported either a mental health professional (54.1%) or a community-based organization (77.7%) as possible referral sites for treatment of DV issues. A minority of staff (3.5%) would treat the client themselves if identified as a DV perpetrator. The same proportion described doing nothing for clients identified as DV perpetrators. Table 3 illustrates individual behaviors related to clientassociated DV.
Individual Behaviors Associated With Routine Perpetration Inquiry
Staff who reported ever having identified a perpetrator (OR = 11.32, p < .001) or CV (OR = 5.94, p = .003) in their practice were more likely to routinely inquire about perpetration. Similarly, staff who reported routine inquiry regarding AV (OR = 20.68, p < .001) or CV (OR = 6.09, p < .001) were much more likely to report routine perpetration inquiry. Finally, staff who reported routine inquiry concerning alcohol use (OR = 8.14, p = .011) or incarceration (OR = 3.54, p = .040) were more likely to report routine perpetration inquiry.
Demographics Associated With Routine Perpetration Inquiry
Staff who reported being a parenting provider for more than 6 years compared with those with less than or equal to 6 years as a parenting provider were more likely to report routine perpetration inquiry (OR = 4.11, p = .005). Similarly, staff reporting more than 2 or more hours of DVrelated training over the previous 5 years were more likely to report routine perpetration inquiry than staff reporting less than 2 hours of training (OR = 6.62, p = .001). Table 5 illustrates the associations within domain items and routine perpetration inquiry.
Discussion
The PFPN-FVSC study identifies a variety of individuallevel and agency-level variables that shape fathering practitioners' attitudes and behaviors regarding DV perpetration. Providers were less likely to inquire routinely about DV perpetration if they reported feeling uncomfortable, did not feel it was their role, if they were concerned about offending their clients, or reported that their setting was not appropriate. Individual behaviors, including current inquiry about DV and other sensitive issues (alcohol, relationships, discipline, weapons, and incarceration), having standard approaches to inquiry, and having ever identified DV issues increased the likelihood of asking about DV perpetration. More years as a provider and more training increased routine inquiry about DV perpetration. In contrast, agency-level variables, including higher perceived levels of prevalence (perpetration, AV, or CV) and the presence of protocols for clients, staff, and offered training, were associated with routine inquiry about DV perpetration. To our knowledge, there are no data describing the prevalence of DV among clients seeking parenting services. The argument for the involvement of fathering providers in addressing family violence includes the fact that organizations providing services to fathers are likely to be involved with families affected by DV and fathering providers have a therapeutic and privileged relationship with their clients, which provides them with a unique opportunity to screen, diagnose, and refer clients affected by DV. DV interventions in the context of fathering services have the potential to prevent abuse and neglect, improve parenting outcomes, and interrupt the intergenerational transmission of violence.
Bancroft and Silverman have written extensively on the impact of DV on parenting (Bancroft, 2002; Bancroft & Silverman, 2002) . In their exploration of the batterer as a parent, the authors make a persuasive argument that DV is by definition a parenting issue and that batterers as parenting styles (rigid, authoritarian, neglectful, or irresponsible), psychological abuse and manipulation, abduction, and exposure of children to violence in their father's new relationships (Bancroft, 2002; Bancroft & Silverman, 2002; Dutton & Golant, 1995; Geffner & Rosenbaum, 2001; Scott & Crooks, 2004; Worley, Walsh, & Lewis, 2004) . In contrast, healthy parent-child relationships where the father is able to provide a supportive, nurturing environment for his children that is free from abuse and neglect have been associated with positive childhood behaviors as well as adjustment in terms of social, emotional, and academic outcomes (Haskett, Smith Scott, Grant, Ward, & Robinson, 2003; Katz & Low, 2004) . Although a systematic review of the literature did not reveal any studies describing DV identification and referral among fathering agency staff, findings from this study are consistent with the literature exploring screening behaviors in other types of provider venues (mostly health care settings) with clientele likely affected by DV. Barriers to DV screening for health care providers include concerns over time, confidentiality, training, lack of effective treatments, and a perception that addressing DV issues is akin to "opening Pandora's Box" (Rodriguez, Bauer, McLoughlin, & Grumbach, 1999; Sugg & Inui, 1992; Sugg, Thompson, Thompson, Maiuro, & Rivara, 1999; Taft, Broom, & Legge, 2004; Waalen, Goodwin, Spitz, Petersen, & Saltzman, 2000) . Although there is little evidence for the effectiveness and efficacy of DV training in addressing and sustaining provider behaviors, we support the need for training initiatives for fathering agencies and staff given the potential for harm produced by fathering services that are conducted without regard to the impact of DV (Bancroft & Silverman, 2002; Huebner, 2002; Hughes & Gottlieb, 2004; Institute of Medicine, 2002; Waalen et al., 2000) .
Limitations
Several limitations to this study must be considered when interpreting the results. The study was a cross-sectional survey, limited to self-response items. While acknowledging the limitations of cross-sectional data, we are using the results for hypothesis generation and not making assumptions of cause and effect. It was likely that respondents provided socially desirable responses to sensitive questions. Social desirability would likely bias our findings toward the null, rendering our findings conservative. Issues of the impact of multiple comparisons and intercorrelation among items were considered in adjusting the analyses. As the data are cross-sectional and intended for hypothesis generation, Bonferroni adjustments were not included.
Issues of generalizability should also be considered. The fathering agencies were limited to a single, large city parents need skillful intervention to address their parenting in the context of family violence. The interplay between DV and parenting involves the exposure of children to threats or acts of violence toward their mother, undermining mother-child relationships, physical or sexual abuse of the child by the batterer, the batterer as a role model, in the Northeast. It is reasonable to consider that fathering agencies' staff and practices may be driven by state or municipal policies that may make the sampled agencies different from agencies sampled from other locations. Fathering agencies also vary with regard to structure and may at times be constructed very informally. Some of the variation in our responses may be related to variability found between the structures of the fathering agencies surveyed.
Our response rate was 52%. It was difficult to accurately define the denominator of our participation rate as little infrastructure exists listing services for fathers in Philadelphia. PFPN is the primary source of networking among fathering providers in Philadelphia and was the primary means by which we identified potential agencies to survey. As agency-level variables were noted to affect response rates, it is possible that selection bias may be affecting our results. Agencies associated with members of the PFPN-FVSC all participated in the study, representing a large proportion of respondents. One could presume the potential for selection bias related to agency affiliation to PFPN-FVSC membership presence would likely result in respondents being systematically more likely to be sensitive to DV issues in the provision of services for their clientele. As such, selection bias could artificially inflate prevalence rates as well as bias reported behaviors and schemas for DV decision making among respondents.
Some of the issues shaping the political framework of fathering agencies may potentially bias our results. Participation in fathering programs may be mandated via judicial oversight rather than by insight-motivated self-referral. Complex dynamics potentially exist between judicial and fathering agencies. Staff working with men in fathering agencies may be working toward reunification of the family through the betterment of client behaviors and skills. As a result, staff may assume the issues that brought the client to the agency (e.g., issues of DV) may be "resolved." Although the risk of this assumption may lead to harmful interventions that do not properly account for unaddressed issues of DV, concerns have been raised that screening of DV in fathering agencies may provide a feedback loop with judicial agencies that may result in perpetuating punitive cycles of evaluation. The authors feel that although the potential for systematic bias may affect staff responses to DV, a clear need exists to recognize and address DV issues by fathering agencies as DV is a pattern of behavior that does not "resolve." It is important to note that the engagement of clients in fathering agencies may be for any of a multitude of services that include not only parenting curricula but also job readiness, case management, drugs and alcohol treatment, and transitional services (e.g., housing issues and postincarceration transitions). Our position is that to avoid the possibility of unintended, harmful consequences of fathering outreach, it is critical that fathering staff to be well trained in how to screen, diagnose, and respond appropriately to DV issues.
Implications
Our findings suggest that many fathering staff consider asking about DV perpetration, but few do. The majority of fathering staff report already asking about sensitive issues (but not weapons) that can affect relationships. Fathering staff who were already asking about one of the domains of DV exposures (CV, AV, or DV perpetration) or have ever identified a client affected by DV were more likely to ask about the other domains of DV.
Our data suggest that screening behaviors are complex and shaped at the individual level as well as the agency level. All the issues describing screening behaviors can be addressed with proper training. Training objectives need to address provider comfort issues with education and a venue to practice and build skills. Training initiatives should build on and reinforce what providers are already doing correctly and create environments of sustainability by facilitating agency buy-in.
Other policy implications of this study include the need to develop collaborative relationships between fathering providers and DV service agencies. A critical component in developing and sustaining screening interventions is the concurrent development of referral and intervention protocols that will accommodate clients newly diagnosed with DV issues that act in concert with DV service providers. To achieve a paralleled response process, communities need to assess the capacity of current DV services agencies; identify service gaps, expanding capacity where needed; explore curricular content relevant to both fathering and DV intervention services; and develop collaborative relationships between fathering and DV agencies to provide a formal feedback system intended to assure the quality of care provision with victim safety at the forefront. DV screening is a complicated issue that may be new to many providers and presents a series of challenging individual-and agency-level issues.
Our findings suggest that issues shaping screening behaviors have the potential to be addressed with novel training interventions that build on the curricula and agenda of fathering agencies in the pursuit of improving the parental skills of their clients in a manner that promotes the safety of the family unit. Training objectives need to address comfort issues and education, provide a venue for practice and development of skills, build on and reinforce what staff are already appropriately doing, and support environments of sustainability by facilitating agency buy-in. Training curricula must be developed that incorporate the specific interests and needs of fathering providers and their clients.
Further quantitative and qualitative studies may be necessary to better understand the perspectives of fathering agency providers. Specifically, a better understanding of the spectrum of services offered by fathering agencies and the structures that exist that would support or interfere with the identification and appropriate referral of DV issues. The viewpoints of all stakeholders should be included with future research addressing the perspectives of fathering agency clients with regard to developing an appropriate response to DV in the context of fathering services.
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